D
ramatic improvements in surgical care have allowed neonates, children, and adolescents who once would have perished to survive. 1 For example, there are novel therapeutic approaches to organ failure or congenital anomalies managed by surgeons that have led to improvements in survival and quality of life. 1 These changes have been driven by evidence in most cases. The clinical management of children with rare diseases was often based on registries and multicenter trials, for example, the European biliary atresia registry. 2 However, the same cannot be said of the models and pathways of surgical care used in different European child health care service systems. These systems were often products of history and not of science. 3 Arbitrary divisions, such as which services are provided in a general hospital, in a children's hospital, or in the community, may have their origins in professional boundaries established decades ago. "Many things that should be done are not." 3 To avoid fragmentation of child health care services and to integrate surgical centers into the organizational structure of primary, secondary, and tertiary pediatric care is of utmost importance. A successful approach should include centralized organization, coordination, and decision making by special designated centers of pediatric surgery and a decentralized provision of treatment whenever possible to guarantee childfriendly health care. 4 We offer a grounded basis for discussion on which the future of pediatric surgery in Europe should be organized. We provide a short summary of 3 published surveys and 1 ongoing survey on the organization of pediatric surgery in a representative number of European countries.
Pediatric Surgery and Different Service Systems in Europe
In 1995, the Section of Pediatric Surgery of the Union of European Medical Subspecialists (UEMS) stated that "the field of pediatric surgery encompasses the surgical care of the growing individual. . .from before birth up till the final stages of development." 5 Parigi reported organizational data on pediatric surgery in 2002 in Europe 5 and noted that pediatric surgery was not recognized as an independent specialty in Denmark, Belgium, and The Netherlands. In countries with an accredited pediatric surgery specialty, there were controversies among surgeons about the definition of the field of competence of a pediatric surgeon. Parigi reached the conclusion that quality of data on diversity of pediatric surgical systems in Europe was low because of incompleteness and inaccuracy.
Therefore, in 2013 the Section and Board of Pediatric Surgery of the UEMS and the European Pediatric Surgeons' Association (EUPSA) jointly organized the first official census of the European centers of pediatric surgery, with the mandate to gather data that could be made available to all European pediatric surgeons and stakeholders involved in designing the future of pediatric surgery in Europe. 6 A questionnaire eliciting data on location of center, workload, workforce and other specific surgical aspects was answered by 251 pediatric surgery centers from 25 European countries. One-half of the centers were located in university hospitals, and one-quarter were affiliated with universities. A mean population of 177 000 children aged <14 years were treated at the centers; however, there was a wide range across countries (92 000 to 475 000). The number of children per 1 fully trained pediatric surgeon ranged from 15 000 to 95 000 children aged <14 years or from 1000 to 5600 neonates. Almost all centers provided emergency services and trauma care on different levels. Minimally invasive procedures were widely applied throughout Europe. Fetal and robotic surgery were performed by pediatric surgery in <20% of countries, and transplant surgery was performed in <30% of countries. It was concluded that harmonization of pediatric surgery in Europe had not reached the highest possible standard. It was hoped that comparisons of national data among the different regions of Europe would induce a harmonization process, in the sense that colleagues working in countries in which some facilities are below the European average would be encouraged to stimulate their health authorities to fill existing gaps, ultimately leading to improved quality of pediatric surgical care for all children.
Postgraduate Training of Pediatric Surgeons
Twenty-nine of 37 (78%) national associations of pediatric surgery in Europe answered the questionnaire on the national training conditions of pediatric surgeons. 7 In 2014, training usually started with a common surgical trunk in 75% of countries lasting 1 to 2 years, with complete training taking up to 6 years. The training comprised general pediatric surgery and newborn surgery in all countries, pediatric surgical oncology and pediatric urology in most countries, and pediatric traumatology and pediatric neurosurgery in some countries. Nonsurgical parts of the training included pediatrics, neonatology, and pediatric intensive care and were part of the training program in only 54% of countries. More than 90% of countries used a training logbook, and 79% required a final examination. The European Board of Pediatric Surgery examination was recognized in 54% of European countries. It was concluded that a uniform training schedule in pediatric surgery had not yet been achieved throughout Europe, and that attempts should be made to harmonize both training curricula and examination at a European level.
Cross-Border Care, Integrated Care, and Cross-Functional Collaboration between Pediatric Surgery and Pediatrics
The concept of cross-border care and of cross-functional collaboration between pediatrics and pediatric surgery as the basis of high-quality child health care is unknown in many countries. Therefore, the European Pediatric Association (EPA)/ Union of National European Paediatric Societies and Associations (UNEPSA) started in 2017 a joint project with EUPSA and the German Association of Paediatric Surgery (DGKCH) to study the European status A questionnaire targeted data from the viewpoint of both national pediatric associations and pediatric surgical associations regarding how European countries organize surgical care for children. The unpublished responses, which were reported by presidents of national pediatric societies and/or a leading pediatric surgeon in 22 countries, revealed that 6 countries were lacking pediatric surgeons and 10 countries were lacking specialized nurses. Crossborder care programs existed in 9 countries. In 7 of 22 countries, children with serious surgical problems were sent to foreign centers because of a lack of national expertise or technical facilities. Both pediatric surgeons and pediatricians agreed that pediatric surgery wards should be located in children's hospitals. The professional relation between pediatric surgeons and pediatricians within hospitals was judged by the representatives of 17-19 out of 22 countries as constructive, essential, and collegial; however, only 11 of 22 countries reported satisfactory cooperation, and 14 of 22 reported supportive cooperation, indicating needs and challenges for further improvement.
Several ways to improve cooperation between pediatric surgery and pediatrics were proposed by surgeons and pediatricians from different countries, including regular joint meetings within hospitals (18 countries), joint research projects (n = 16), joint annual congresses (n = 14), rotation of trainees (n = 13), shared infrastructures, and joint curriculum for training (n = 11). Future analyses will focus on subspecialty care within pediatric surgery, guidelines of care and regulations for the cooperation between pediatric surgeons and general surgeons and also between pediatric surgeons and organ specialists, such as neurosurgeons and cardiac surgeons.
Summary and Conclusions
The present data show a heterogeneous situation in European pediatric surgery, in alignment with the diversification and fragmentation of child health care services in general. 8 Pediatric surgery and pediatrics can grow even closer in many countries. It was the aim of the published surveys to create a basis for analyzing strengths and weaknesses of national service systems to propose to those countries recommendations for improving their systems. The ongoing surveys of EPA/UNEPSA, EUPSA, and DGKCH aim to fill the knowledge gaps and to stimulate debate on transforming theory into practice. The joint efforts of surgeons and pediatricians should focus on children and child-friendly treatment, and not on the caregivers with their diverging interests. ■
